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Initial Comments

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other ¢laims for relief that may be
available to any party under applicable federat,
state, or local laws.

This Statement of Deficiencies was generated as
a result of a required grading re-survey
conducted in your facility on 4/23/10. This State
Licensure survey was conducted by the authority
of NRS 449.150, Powers of the Health Division.

The facility is licensed for 14 Residential Facility
for Group beds for eiderly and disabled person
and/or persons with mental illness, six category |
and eight category Il residents. The census at
the time of the survey was zero. No resident files
were reviewed and one employee file was
reviewed.

The following deficiencies were identified:

449.200(1)(d) Personnel File - NAC 441A/
Tuberculosis

NAC 448.200
1. Except as otherwise provided in subsection 2,
a separate personnel file must be kept for each
member of the staff of a facility and must include:
(d) The health certificates required pursuant to
chapter 441A of NAC for the employe‘e‘.'___

This Regulation is At as evidenced by:

Based on record review on 4/23/10, the facility
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failed to ensure 1 of 1 employees complied with [N,( S« W rasedl
NAC 441A.375 regarding tuberculosis (TB) 63 ,& 7’ ?
testing for the protection of all residents 7{ U W
(Employee #5). ny‘/ 9//70 %
This was a repeat deficiency from the 1/27/10 L%u,u
State Licensure survey.
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NAC 449.209
5. The administrator of a residential facility shall

| ensure that the premises are clean and that the

interior, exterior and landscaping of the facility are

| well maintained.

This Regutation is not met as evidenced by:
Based on observation on 4/23/10, the facility was
not well maintained.

Findings include:

- Dead cock roaches on the bedroom floors.

- Bathrooms had soap scum built up on the
shower walls and floors. Tubs and toilets were
dirty and unsanitary.

-There was a sign posted on the wall requesting
that toilet paper not be flushed in the toitets and
instead to be placed in the waste basket.

- One shower head was not working properly.

- One bathroom sink near the kitchen had the hot
and cold faucets reversed.

- The furniture in the home had excessive wear.
It was worn out and dirty. Bedroom mattresses
had severe wear and tear and sag in the middle.
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- The laundry room had piled up lint and dirt
behind both the washer and dryer.

- The back driveway had piled up broken tables
and chairs and a wrecked car sitting outside.

- One bedroom had a resident's belongings
stuffed in green trash bags piled up on the floor.

This was a repeat deficiency from the 1/27/10
state licensure survey.
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